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Abstract 
We propose to build a theoretical model regarding the doctor-patient relationship starting from the stadiality of moral 
development proposed by Kohlberg. He proposes an understanding of individual moral development as a gradual 
development of his moral conscience, starting from the heteronomous-autonomous distinction and implications of behaviour 
on moral conduct and on agent capacity. We don’t agree with the author’s opinion according to which the order of moral 
development stages is unvarying, as they are not covered by all people at the same age.  
We used a secondary analysis of data on the responses given in the interviews and focus groups held with patients with 
diabetes and their stakeholders, general practitioners caring for patients with diabetes and diabetes doctors. We used the 
analysis of discourse, in a process of open coding and axial coding.  
As results, we could identify patterns of doctor-patient relationships to match with the stages described by Kohlberg, pre-
conventional morality, contractualist morality, autonomy, etc. Therefore, we constructed an array of patterns of doctor-patient 
relationship where the levels of moral development are understood as levels of social construction of autonomy. We consider 
that this approach can generate a communicational model between doctors and patients and improve the future therapeutic 
relationship.  
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Introduction 
We propose to build a theoretical model regarding the doctor-patient relationship starting from the stadiality 
of moral development proposed by Kohlberg (Kohlberg, L.,1981). He proposes an understanding of individual 
moral development as a gradual development of his moral conscience, starting from the heteronomous-
autonomous distinction and implications of behaviour on moral conduct and on agent capacity. We don’t agree 
with the author’s opinion according to which the order of moral development stages is unvarying, as they are not 
covered by all people at the same age. We will identify communication patterns specific to an autonomous or 
heteronomous behaviour that will be customized for the doctor-patient relationship. Contrary to Kohlberg, we 
believe that these stages can be simultaneous for an individual and does not indicate a level of moral self 
development. They are types of answers with which the moral self is updating in a moral situation or another. 
1. Methodology  
We used a secondary analysis of data on the responses given in the interviews and focus groups held with 
patients with diabetes and their stakeholders, general practitioners caring for patients with diabetes and diabetes 
doctors. Individual and group interviews were conducted in Iasi in July 2011-May 2012 and aimed at 
understanding the process of social construction of autonomy and responsibility of the diabetic patient, including 
through the doctor-patient relationship. The interviews were open and semi-open, thematic axes being formed on 
the model of appreciative interview. We used the analysis of discourse, in a process of open coding and axial 
coding. Participants were selected based on the criterion of belonging to the target group (diabetes doctors and 
general practitioners involved in the care of patients with diabetes), both from urban and rural environment, with 
various professional experience in public and private domain, in our country and abroad.  Both female and male 
individuals were selected. The selection of participants was made with the support of the diabetes clinic from 
Iasi, Romania and The Association of General Practitioners and through direct invitation sent by the focus group 
organizers. Qualitative techniques require small samples and do not generally refer to a situation of mass.  
The research was conducted through a constructive methodology (Ponea, S., Sandu, A., 2011) , using as main 
technique the semi-open group interview (focus group), the questions being not applied in a rigid order. Data 
interpretation was performed by successive induction method (Sandu, A., Ponea, S., 2010) correlated with the 
generative exploratory character of the research. 
At the basis of the qualitative research, two interpretative paradigms were considered: objectivism and 
constructivism. The first assumes that information about the social world can be analyzed so that it reveals a 
reality or a social structure beyond the data collected, while the second paradigm reveals how data or discourses 
are organized and created through social-constructive interaction (Sandu, A., 2012a). Unlike the analysis based 
on Grounded Theory, which generates a process of encoding conceptual categories and eventually built the 
theoretical model, in this research, we found partial adequacy of empirical data to a theoretical model, namely the 
one proposed by Kohlberg regarding stadiality of moral development. Starting from here, we analyzed the 
convergence of the theoretical model with empirical data, following the classification of responses of subjects 
into conceptual categories proposed by Kohlberg as the stages of moral development. 
In the analysis of categories, we followed the interpretative grid, the importance of doctor-patient relationship in 
the formation of autonomy of patient with chronic diseases and the ethical impact of such relationship, selecting 
only those categories that appear relevant in this respect. 
2. Discussions on validity 
The validity of data is limited to the investigated discursive universe, such as diabetes specialists and 
general practitioners from Iasi, Romania, but with potential for extrapolation, at least at national level, given the 
similarities in medical practice in the domain of diabetic patient care.  
Data interpretation is based on constructionist paradigm that involves a process of constant negotiation 
of interpretations on the meaning of events and their social context, the context of diabetic chronic disease on one 
hand, and health care system in Romania, on the other hand. In conducting the research, we considered the 
generative-interpretative character, but we did not take into account the need for sample saturation, as open 
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coding is applied only to the data obtained through focus-groups. For conducting the research, the approval of 
The Committee of the Research Ethics within “Grigore T. Popa” University of Medicine and Pharmacy from Iasi 
was obtained.  
3. Results 
As results we could identify patterns of doctor-patient relationships to match with the stages described by 
Kohlberg, pre-conventional morality, contractualist morality, autonomy, etc. As operational definition, we 
suggest (Cojocaru, D., Sandu, A., 2011, pp: 258-276): Autonomy is the capacity of the subject to decide 
consciously on his state of health and supported by family and institutional social environment on the 
development of his health and making decisions in accordance with his judgment. Autonomy has a number of 
limitations of individual, social, cultural and institutional nature. 
The identified definition is convergent with the definition from specialty literature where the individual is 
seen as the agent, capable of judgment and decision and able to carry out his decisions (Frunza, S., 2011, pp. 155-
171). As a particular case of diabetes, decisions are subject to permanent control of individual and the decision of 
adherence to treatment once taken should be repeated every day of their lives. 
Kohlberg (1981), on the other hand, based his theory on a post Kantian definition, where autonomy/ heteronomy 
is understood as a capacity of the moral actor to manage behaviour  and public or private meanings of it (Nica E. 
A., 2011a, pp. 91-95; Nica E. A., 2011b, pp. 105-109). 
3.1. Stages of moral development as levels of the depth of medic-patient relationship 
- Level I. Preconventional Morality 
In the view of Kohlberg (1981), at the level of pre-conventional morality, the child responds opposing 
cultural labels: good vs. evil, being right vs. making mistakes, interpreted as consequences. In our opinion, we 
talk about an ethical and utilitarian conduct with the consequences dictating the moral significance of behavior. 
Referring to the conduct of the patient in relationship with the doctor, the former requires the doctor to adopt a 
paternalistic behaviour that would evade him of real informed decision.  
„There is a great heterogeneity. So actually, I think that doctor-patient relationship is very important. There are 
patients who come with treatments prescribed in Iasi and if I tell them: “This is not good. Do not take it”. They 
keep silent. And not because I tussle them, “If you don’t let me take it, I won’t take it”. “I came to you because I 
trust you”. This is very important. Basically, you can tell him anything and orient him in any direction you want, 
because he follows your advice.” (general practitioner 1) 
There is a maximum level of compliance, the patient following the “doctor’s advice”, starting from the labels: 
good doctor vs. bad doctor. The authority of a good doctor is uncontested, but it is not based on his professional 
qualities, but rather on the personal relationship that the patient creates with the doctor. 
- Stage 1. Orientation towards obedience and punishment 
It is, in Kohlberg’s vision (1981) the stage when the child unconditionally accepts parental authority, moral 
facts being judged by the criterion of obedience to the demands made by them. Moral rule is defined in terms of 
(immediate physical) consequences and in the context of avoiding punishment. The sanction is the defining 
framework of behaviour. Avoiding it is the only purpose of moral conduct.  
From our perspective, we call this type of moral attitude as interdictive sanctionative ethics. Most ethical 
constructions of deontic type are based on interdictive sanctionative logics. Moral interdiction is based on ethical 
and religious precepts of Old Testament where the breach of the interdiction was sanctioned talionic. In terms of 
the doctor patient relationship, we identify the forced obedience of the patient due to fear of consequences caused 
by lack of compliance.  
“Not the diet and injections, these are not dangerous to diabetes, but complications. You know that, probably, 
don’t you? We must ... this blood sugar should be kept on a short leash, so as not to go blind, not to get to 
dialysis and so on. That way, to make insulin, does not bother me, Lord, no, but if it were only that. You have 
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other more serious problems if you don’t keep the diet soon. You say that she has the girl for two years, it is 
very easy to do an injection, to…” (patient 3) 
The model is based on the “threat” of the patient to who are communicated possible negative developments of the 
disease manifested through complications or death arising from refusal or incomplete follow of the treatment 
and/or necessary lifestyle in the context of the disease. 
“For the diabetic type 1 it is very simple. If he doesn’t make the insulin injection, he dies.” (diabetes 
specialist 1) 
 
The argument of complications or imminent death generates fear for the patient, intense enough to motivate a 
compliant behaviour. The good doctor is, in the opinion of this type of patient, assessed by the ability to prevent 
the risk of complications and patient’s death. 
 
„I'll give an example when I first was in a coma - I was only one time in hypoglycaemic coma on January 1, 
2009 and you realize it's not nice to call someone on January 1, at 10. They called an ambulance and mom, 
until she knew what to do, she called her (the doctor), she was not angry, but did not have at the time, that 
substance, glycogen, to manage it into my muscles.” (young diabetic 1) 
Compliance is limited to symptomatic treatment and to that which, in patient's vision, leads to the elimination of 
complications, especially those involving pain and death. The same attitude to avoid pain may generate in some 
cases behaviours of symptomatic self-medication especially with analgesics.  
 
„They put glucose in the perfusion and put me in intensive care. When I went to the 6th floor, there I did not 
know what diabetes is and there was a smaller girl in the room and she began to tell me I will no longer have 
children, will not do this, will not do that ... When I heard those stuff, and she said that I will do daily, for the 
rest of my life, 4 injections per day and I was ... tears started flowing ... I went to the window ... there were 
bars ... I grabbed those bars, I didn’t have any power, I was deprived of everything. In time, I began to learn 
what it is, when they let me go home and it was very hard because mom went to work, my dad was not there 
and I did it on my own ...” (young diabetic 2) 
 
Paternalistic behaviour of the doctor is appreciated especially when accompanied by expressions that show the 
seriousness of the situation and are likely to induce fear. The doctor-patient relationship is deeply unequal, the 
doctor being invested with the power to effectively treat the disease which is seen as a source of pain or death. 
 
„When at an intimate visit, he had a failure and this complication was installed, that’s when he realized how 
important the diet was and maintaining a normal blood glucose with all our effort, but with theirs as well. 
Then I say that their awareness comes a bit later, with the complications, when unfortunately you cannot ...” 
(general practitioner 5) 
 
In the absence of imminent expectation of pain and fear of death, the adherence to treatment is uncertain and 
random. 
- Stage 2. Orientation towards instrumental hedonism 
In the view of Kohlberg (1981), the stage is characterized by compliance of the subject to norm for rewards. 
Reciprocity between desirable acts (Dorofte, T., 1998) and the expected benefits is the main rule of morality 
which exceeds the sense of moral judgment on fairness, generosity or compassion. Moral judgment has a 
conditioning character. This type of conditional moral judgment underlies the religious ethics centred on the 
promise of paradise, the modern systems of motivation of staff being essentially based on rewarding strategies. 
From the point of view of the doctor patient relationship, this is based on understanding of health as a reward for 
compliance.  
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„He had a special relationship with his diabetologist. We prescribe for diabetes medication about 2 years 
and if there is no other disease, there is a problem.” (general practitioner 2) 
 
The patient believes that following treatment restores his wellbeing. Motivation of the patient for therapeutic 
compliance is based on wellbeing as a reward after the phrase “if you follow the treatment, you will get better”, 
as opposed to the previous situation which was based on the phrase “if you do not follow your treatment, you will 
get worse, or die”. 
 
„So they no longer did it (the injection) and had problems because they did not want to acknowledge the 
disease. This also depends on the education in the family, you have to insist, because even from the start I was 
calling him and ask him if he has done the injection or not, if he got home or not. Control over him.” (stake 
holder 3) 
 
Instrumental hedonistic attitude is based on affirmative ethics to the detriment of interdictive. We believe this 
kind of moral attitude as belonging to the aretological sphere, the central virtue being compliance. Good is not a 
moral value, but an instrumental one. A good doctor is one who restores health.  
 
„When you put the verdict, at first he treated diabetes as an incurable disease. He saw it like that. So he was 
miserable. He knew that he is dependent on medication, medication that effectively cancelled some vices and 
then he did not considered himself strong enough to improve his lifestyle. He was depressed the first time, 
because you can feel him ... So had such a depressed mood in the office, you could tell.” (general practitioner 
2) 
 
Doctor patient relationship is also one asymmetric paternalistic. The doctor is the expert who can generate 
wellbeing, therefore has instrumental value. Often when restoring wellbeing, the medical performance is not the 
only one important, as in the Romanian context, medical care may take the form of social assistance.  
 
„What did you eat? I ate half a pepper for lunch and a slice of polenta and tonight the other half of pepper 
with polenta” and then what diet I could pretend when he gave me this answer, and often: “What do you go 
home with? Well, I'll stay at the train station” and then I took the money out and said: “Take a bus and go 
home.” (diabetes doctor 5) 
 
 „After that you have to cheer him up, because you must feel that it is not really like that. After that, appears 
the phase of... like any other chronic disease... what do you call it, resignation to the disease and finally they 
have to accept it, they must change their lifestyle. Some do it, but there is a small percentage who are not able 
to change their lifestyle, but at some point you catch them because it is obvious that they come into your 
office. Of course, we try as much as we can to repeat them, to investigate and then to make them aware. 
Finally, point... But unlike other chronic diseases and I mean that here we have as pathology the 
cardiovascular which is significantly as chronic disease.” (general practitioner 2) 
 
At all stages described above prevails heteronomy, locus of control of the individual is outside, the attitude 
toward his health being a passive-receptive one.  
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- Level II. Conventional morality of roles and compliance 
In the view of Kohlberg (1981),  at this level the moral actor “builds” his moral reasoning based on assuming the 
role of model child (Dorofte, T., 1998) as it was built within the experience of family and other social groups 
(Sandu, A., 2012b).  
The role of “model patient” is constructed in interaction with the medical system, the general 
practitioner and the doctor as well as socializing in different groups.  
„The result, most often the result. I blame myself that lately I’m not talking to patients anymore. I want to say 
that I feel that they forgive me because I no longer talk to them, but they remain because I am confident... if I 
succeed... And then, in order to conciliate them, I call them outside when I am on duty and talk to them. For 
them it is a great event. Closeness, however, increases compliance.” (diabetes doctor 5) 
Adherence to treatment is the result of personal relationship with the doctor and not a strictly impersonal 
medical relationship. The doctor himself is part of the treatment as patient often adheres to treatment in order to 
please the doctor. A good doctor is the one who facilitates patient’s role of good patient. The condition of patient 
and especially chronic condition is a learning experience and a process of socialization. It is a stage that allows 
“medicalization of social life”. 
- Stage 3. Morality of interpersonal conformism and good relations 
Child's behaviour is oriented towards good relations with others in order to obtain their approval. Compliance 
with norms of behaviour is linked exclusively to the desire to please others and be recognized as a good person 
(Dorofte, T., 1998).  
Ethical evaluation of behaviour is made after intention, not after consequences (Albu, E., 2007). In terms of the 
doctor-patient relationship, this perspective envisages a “partnership”, where the patient considers the doctor a 
close person he wants to impress. Adherence to treatment is based on patient’s trust in the doctor, both in his 
person and in his professional qualities.  
„Let's talk a little bit about adherence to treatment. What makes them adherents? What makes them 
compliant? What prevents them to follow (treatment)? - Awareness. I noticed that he is easily affected when 
he needs to go to the specialist, because this implies what we discussed earlier. He's very happy when he 
comes to us, so he... Most have co-morbidities, clearly. The majority. And it is sufficient for one to be 
stronger, I am referring to the cardiovascular, to determine them.” (general practitioner 5)  
 
The doctor is an authority only as long as he is actually interacting with the patient. Therapeutic compliance is 
not based on fear of consequences or negative development of the disease nor on the hope of better state after 
following the medical instructions. 
 
„Oh, taken separately, individually, each affection, compliance, I would say that has increased ... and 
increased the degree of compliance because if he was cardiac, he came when he felt like it, even if I wanted 
him to come as we decided in my monitoring plan. But with diabetes, I know when he comes. So the degree of 
compliance, from my point of view, in my career, has grown significantly, I think that now is 100%.” (general 
practitioner 5) 
 
Therapeutic compliance develops towards treatment adherence in parallel with the balance tilting towards 
autonomy and increase of patient’s capacity as moral agent.  
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- Stage 4. Morality of authority and social order 
Respect for authority and rules is due to the need to regulate the conduct of all which is seen also as personal 
benefit. 
„At the end of the month, when I have no money and my pension is finished and I have no tests, no money, I'm 
going to the (hospital) diabetes section and say that I’ll sleep there so that they put glucose infusion because I 
do not have money for food. Do you believe me? Just last month this happened to me and to do tests. I go 
there to get artificial feeding because I have no money to eat and if I do not eat I make ketosis.” (diabetic 
patient 4) 
 
The doctor represents authority and adherence to treatment is based on the recognition of professional 
competence of the doctor and that the doctor’s professional authority is exercised in the benefit of the patient. 
One’s own health starts to become a value but is still treasured when health threats are found. The influence of 
the doctor is perceived as an authority derived from his professional reputation. Adherence to treatment solves for 
the patient, besides health problems, the need for self efficacy. Therapeutic relationship appears as a development 
of the relationship with reality. Therapeutic alliance is generated in the form of a relationship of power exercised 
for the benefit of the patient.  
 
- Level III. Post-conventional morality or the acceptance of moral principles  
It is considered a level of maturity of moral reasoning (Dorofte, T., 1998) when the individual uses his own 
moral values as the foundation of ethical decision. It is a principlist ethics. Violation of ethical principles 
generates guilt. From the perspective of the doctor-patient relationship, this stage is characterized by adherence to 
treatment motivated by health positioning as a particular value of the individual.  
- Stage 5. Conceptual morality or the democratic acceptance of law  
At this stage, a flexibility of beliefs and moral convictions is noticed. Morality is the contractual type 
characterized by understanding moral standards as a result of a mutual decision. Rules are not intangible, they 
can be modified on the basis of rational considerations (Albu, E., 2007). Moral contractualism is based on 
reciprocity between the individual and society, generated by the conception according to which compliance to 
norm of the individual generates the duty of the society to treat them with respect and to provide protection 
(Dorofte, T., 1998). Contractualist morality underlies the state of law through the idea of social contract.  
In terms of doctor-patient relationship, contractualist morality founds the need for informed consent. 
„As much as you try to talk his language, to make him understand with 100,000 analogies... He might not 
have the ability to understand and then your talk is useless. It’s in vain if he is insulin dependent, is 70 years 
old, but if he does not know to write nor read, then you can tell him and say to him what you want because 
you will not be successful.” (general practitioner 3) 
 
Moral behaviour is the result of a pact, with the nature of an exchange. From the perspective of the doctor patient 
relationship, contractualism appears as treatment adherence expressed in order to receive better treatment. The 
relationship can be expressed in the form of conditioning therapeutic adherence and quality of medical services 
received and mutual conditioning of quality of medical act, by therapeutic compliance. Health is important for 
the patient, but is seen as instrumental extrinsic traded value. 
 
„Having diabetes for many years, I had all possible complications so I do not feel hypoglycaemia due to 
neuropathy. I do not sweat, I do not feel anything, I directly go into a coma and then I should have a 
caregiver. I do not have one because they do not want to give me the right to a caregiver, money with which I 
would actually buy tests. My daughter helps me.” (diabetic patient 2) 
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- Stage 6. Morality of individual principles of justice 
Moral decision is based on personal significance given to concepts of compassion, justice, equality, dignity 
etc. (Dorofte, T., 1998).  It is a stage of development of autonomy where the deontic decision has ethical value. 
This stage develops the ability of moral self determination of the individual as it is understood in the Kantian 
vision. Health is a fundamental value and its care is a concern of the individual. 
„They must learn to live with the disease, not to dependent on the environment. It is very important, in case of 
diabetes, to learn him to fend for himself. At first he comes more often, then I am very happy when patients 
come less often and say they managed alone in a state of hyperglycaemia, hypoglycaemia, if there was a 
complication. But this is hard to do, you invest a lot, especially at the beginning when the patient learns what 
the disease mean, what the complications mean. I think that, the most important for a chronic disease, is to 
teach patients to fend for themselves.” (diabetes doctor 4) 
 
The patient is able to make informed decisions through which he exercises the capacity of agent. Therapeutic 
adherence is the result of free decision and appears due to concern for own health status and own quality of life. 
Patient doctor relationship takes the form of a true therapeutic alliance and is no longer perceived as a power 
relationship. 
 
Conclusions 
Therefore, we constructed an array of patterns of doctor-patient relationship where the levels of moral 
development are understood as levels of social construction of autonomy. We don’t agree with Kohlberg’s 
opinion according to which the order of moral development stages is unvarying, as they are not covered by all 
people at the same age. We will identify communication patterns specific to an autonomous or heteronymous 
behaviour that will be customized for the doctor-patient relationship. Contrary to Kohlberg, we believe that these 
stages can be simultaneous for an individual and does not indicate a level of moral self development. They are 
types of answers with which the moral self is updating in a moral situation or another.  
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